SUMMARY Rhodococcus equi, formerly known as Corynebacterium equi, was isolated repeatedly from the blood of two patients with the acquired immune deficiency syndrome (AIDS). Neither of the patients had pneumonia while they were bacteraemic, whereas pneumonia has been present in all previously reported cases of human infection with R equi. One 
SUMMARY Rhodococcus equi, formerly known as Corynebacterium equi, was isolated repeatedly from the blood of two patients with the acquired immune deficiency syndrome (AIDS). Neither of the patients had pneumonia while they were bacteraemic, whereas pneumonia has been present in all previously reported cases of human infection with R equi. One of our patients had diarrhoea and the organism was isolated from a stool culture; the other patient had a large granulomatous soft tissue mass in his pelvis caused by R equi. Both isolates were resistant to penicillin and one produced a ,B-lactamase. Both Fierer, Wolf, Seed, Gay, Noonan, Haghighi organisms, and cervical adenitis in swine is often caused by mixed mycobacteria and R equi infections.9 Case 2 had no obvious intestinal or pulmonary primary but presented with metastatic infection affecting retroperitoneal, pelvic, and axillary nodes. He had a psoas abscess by the time he presented, presumably from contiguous spread of infection from retroperitoneal nodes.
The taxomonic position of R equi is still controversial. Goodfellow and Cross proposed assigning the organism to the genus Rodococcus.3 The organism is an actinomycete, having both mycolic acids and mesodiaminopamelic acid in its cell wall. It is also weakly acid fast and contains metachromatic granules. R equi resembles Corynebacterium on Gram stain but the G + C% in R equi DNA is close to 70% while true corynebacteria have a G + C% of less than "60%". Furthermore, RNA-DNA hybridisation separates R equi from other actinomycetes (Mycobacterium and Nocardium).1 Numerical classification also supports the species designation of R equi. 1 1 R equi can be distinguished from corynebacteria by its mucoid, pale salmon-pink colonies and metabolic inactivity. It is non-fermentative and does not have any extracellular hydrolytic enzymes except urease, lipase, and alkaline phosphatase. 2 If clinical laboratories are not aware that this organism is a potential human pathogen isolates from blood and wound cultures may be discarded as "diphtheroid" contaminants. Laboratories that are using modified acid fast stains to examine stools for Mycobacterium sp and Cryptosporidium sp, should also be aware that palely stained cocco-bacillary organisms in the stool may be R equi, and appropriate cultures should be undertaken to isolate this organism. R equi is not part of the normal faecal flora, and isolation from the stool of a patient with AIDS may stimulate the physician to search for evidence of a systemic infection.
The pathogenic mechanisms of R equi are unknown. In pathological specimens organisms are found inside macrophages; lesions show mononuclear cell infiltrates; and old lesions are typically necrotic.'
This appearance suggests that an element of delayed type hypersensitivity may contribute to tissue destruction. The packed macrophages seen in our cases and in other cases of AIDS4 5 resemble the histological appearance of M avium-intracellularis infections in patients with AIDS. 13 It is likely that susceptibility of such patients to this organism is due to the inability to generate bactericidal macrophages, either because of depleted T helper lymphocytes or because of direct infection of the macrophage with HIV.14 The best treatment for R equi infection in not yet known. Nearly all human isolates have been resistant to penicillin, although some soil isolates are reportedly susceptible. 15 The isolates from both of our cases were resistant to penicillin, and the isolate from case 1 produced a P lactamase and hydrolysed nitrocephin.
Isolates are uniformly susceptible to erythromycin, chloramphenicol, aminoglycosides, and vancomycin. Case 2 responded well to a long course of vancomycin. Relapses of infection are common,2 4 5 and surgical excision of isolated lesions has been recommended.2
